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Abstract
Background: Memory complaint in the absence of organic pathology is a common phenomenon accounting for up to one third of patients presenting to memory clinics. Health anxiety has been specifically linked to dementia worry and repeated presentations to the National Health Service (NHS). Providing reassurance that an individual does not have dementia appears ineffective in reducing presentations to primary and secondary care services.
Aims: This study sought to evaluate and establish the effectiveness of a 1-hour pilot training workshop to enhance healthcare professionals knowledge and confidence to those with health anxiety around cognitive decline.
Method: The one-session pilot training workshop was developed and informed by previous work and consultation with the 2Gether NHS Foundation Trust Memory Assessment Service staff. The training workshop was then evaluated by employing an idiosyncratic self-report questionnaire. Participants completed the questionnaire prior to and after the training workshop.
Results: Pre- and post-training questionnaires revealed that the pilot training workshop was effective in increasing perceived knowledge and confidence in staff responding to patients presenting with health anxiety and co-occurring subjective memory complaints. 
Conclusions: The findings suggest that healthcare professionals may benefit from training in identifying and addressing health anxious individuals with subjective memory complaints. This may have implications in the provision of psychologically-informed care offered in memory services. Recommendations are made for further enhancing the effectiveness of staff training and promoting alternative service treatment pathways.
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Introduction
Memory complaint in the absence of organic pathology and objective cognitive impairment is a common phenomenon that accounts for up to one third of patients with a median age of 40, ranging from 37 to 44 years, presenting to memory clinics (Carson et al., 2000). 
Defined as subjective memory complaints (SMCs), a recent review has revealed that 46.3% of adults aged 50 to 59 and 63.4% of elderly patients 80-100 years old experience SMCs (Brigola et al., 2015), while previous findings have also suggested that SMCs are as common in young adults under 50 years of age (Derouesné et al., 1999). Several studies have shown the presence of these complaints as predictors of future mild cognitive impairment and Alzheimer’s disease (Jessen et al., 2010; Peters et al., 2019). Furthermore, SMCs have often been associated with psychiatric disorders (Aleman et al., 1999; Balash et al., 2013; Bartley et al., 2012; Dorahy, 2001; Plotkin et al., 1985; Vasterling et al., 1998), personality traits, such as neuroticism (Reid & Maclullich, 2006; Steinberg et al., 2013), and poor physical health (Begum et al., 2012; Jorm et al., 2004). However, complains about memory deficits are also reported by healthy individuals, as previously found in Metternich et al.’s study (2009), where a group of patients, mean (SD) age 55.05 (8.11) years, reported memory complaints in the absence of abnormal neuropsychology. A stereotypical pattern of difficulties with concentration, memory encoding and prospective memory retrieval are reported despite performing in the normal range on neuropsychological testing (Berrios et al., 2000; Schmidtke, 1995).
This patient group is the most costly for outpatient clinics in the National Health Service (NHS) with patients repeatedly visiting their General Practitioner up to four times per year (Verhaak et al., 2006). Few deteriorate towards dementia (Glodzik-Sobanska et al., 2007), a syndrome characterised by the progressive impairment of brain functioning also affecting younger people aged below the cut-off age of 65 (Rossor et al., 2010); yet the cost of hospital appointments and continuous medical investigations are significantly larger than for frequent attenders with organic symptoms (Reid et al., 2002). Many individuals experience enormous distress and the disabling outcomes of a memory disorder with organic pathology, such as impaired functioning in activities of daily living, taking time off work or losing employment conveying further socioeconomic costs and also the impact of symptoms on the patient’s wellbeing (Carson et al., 2000; Creed et al., 2011).
Health anxiety is characterised by a person’s preoccupation with the belief that they have a serious illness due to an enduring tendency to misinterpret ambiguous bodily sensations as sinister symptoms (Abramowitz et al., 2007; Barsky & Ahern, 2004). Evidence suggests that health anxiety is clinically significant in patients with several medical conditions, who show an attentional bias towards body cues that lead to an overestimation of the cost and probability of the feared event (Clark, 1999). This contributes to the high prevalence of health anxiety over time, which has a profound effect on the quality of life of those with medical conditions; therefore, making health anxiety an important target for treatment to benefit such individuals. The incidence of health anxiety in neurology clinics has been reported as 24.7%; high in comparison to 20.9% in respiratory medicine and 19.5% in gastroenterology (Tyrer et al., 2011). Health anxiety in neurology has been specifically linked to subjective cognitive decline and dementia worry as it creates a state of chronic internal distractedness and reduced capacity to maintain attention for encoding and retrieving memories (Kessler et al., 2014; Schmidtke et al., 2008). When the individual becomes aware of this difficulty, their memory-related self-efficacy is reduced, generating a vicious cycle of increased anxiety and further reduced capacity to maintain attention (Ponds & Jolles, 1996). Anxiety is enhanced for individuals with exaggerated memory-related achievement motivation or with a family history of severe illness (Metternich et al., 2009; Salkovskis & Warwick, 1986), causing the individual to catastrophize memory difficulties as symptoms of dementia.
Repeated presentation to the NHS may reflect that in the absence of organic pathology, patients are often reassured they do not have dementia (Stone et al., 2005). Reassurance can have a transient effect on reducing health anxiety; however, appears to elevate long-term anxiety and leads to seeking reassurance from other medical professionals (Salkovskis & Warwick, 1986). Crucially, reassurance seeking appears to reduce trust in the individual’s own memory and strengthens negative cognitions of why the symptom is present (Rachman et al., 1976; Radomsky & Alcolado, 2010). The patient’s negative thought bias results in focusing anxiety on dissatisfaction with the lack of medical diagnosis and investigations carried out (Salkovskis & Warwick, 1986). Stone et al. (2005) add to this argument by stating that reassurance can leave the patient feeling their symptoms have not been given credence. Instead, Stone and Evans (2011) highlight that symptomatic diagnoses may serve as a useful alternative by explaining what the patient does experience and why the symptoms do occur, allowing patients to make sense of their symptoms collaboratively with the healthcare professional.
[bookmark: _Hlk130232085]A recent study provides valuable insight into the systemic barriers to breaking the cycle of reassurance seeking (Daniels et al., 2018). Firstly, staff perceptions in an emergency department included that those presenting with health anxiety were ‘attention seeking’ and presented with ‘inappropriate help-seeking behaviour’. Secondly, medical professionals reported adopting a ‘better safe than sorry’ culture where full investigations were carried out despite a lack of evidence suggesting organic pathology. Lastly, there were inadequate resources to identify or respond to this clinical population. The study concluded a systemic, multi-disciplinary approach involving clear treatment pathways, screening tools and improving staff confidence in responding to this patient group would be valuable in reducing repeated presentations. Furthermore, the study describes huge cost savings of offering frequent attenders a psychological intervention.
[bookmark: _Hlk130231972]Staff training has been demonstrated to increase knowledge and confidence within healthcare settings and these are factors recognised to contribute towards improved work performance and clinical outcomes (Allen et al., 1997; Dench, 2005; McDonnell et al., 2008; Hughes et al., 2008; Lowe et al., 2007; Stuhlmiller et al., 2004). Staff training also appears to positively impact staff attitudes towards patients with medically unexplained symptoms, albeit this effect may be transient (Lowe et al., 2007). Transient effects may be attributable to training alone being insufficient in bringing about enduring change (Ziarnik & Berstein, 1982), in particular when support from management in implementing the training content is absent (Page et al., 1982).
Rationale and objectives
There is a compelling evidence base highlighting that health anxiety is common and costly within neurology clinics, that providing reassurance is likely to exacerbate health anxiety and that there are many barriers to breaking cycles of reassurance seeking and repeated presentations to NHS services. Staff training is a useful way to provide a systemic, multi-disciplinary approach in responding to patient groups where staff lack confidence in responding effectively. A growing body of evidence reports far reaching benefits of training programs, including brief training interventions across some clinical specialties, however, no studies have developed or tested staff interventions in the neurology setting. For this reason, this study aims to evaluate the effectiveness of a single-session pilot training workshop on health anxiety to increase staff knowledge and confidence.
Ethical approval
The study was given favourable opinion by the University of Bath Psychology Research Ethics Committee (ref: 19-168) and approved by the 2Gether NHS Foundation Trust’s Research and Development (ref: 19/023/2GTSE).
Method
Design
A repeated measures questionnaire-based design was used. Staff were invited to rate items on a questionnaire before and after the training workshop in order to evaluate the degree to which the workshop increased their perceived knowledge and confidence in providing psychologically-informed care to those presenting with health anxiety.
Participants
All healthcare professionals working within the regional Memory Assessment Service were invited via email to attend a pilot training workshop. Thirty two of 42 professionals attended the training (76%) from four localities within the Memory Assessment Service participated. The participants were Psychiatrists (n = 12), Nurses (n = 6), Clinical Psychologists (n = 7), Trainee Clinical Psychologists (n = 2), Assistant Psychologists (n = 1) and Occupational Therapists (n = 4). All participants completed the questionnaire before and after training representing a 100% response rate, therefore the data collected can be considered a reliable reflection of the sample recruited.
Materials
[bookmark: _Hlk130232254]An idiosyncratic self-report questionnaire was purposefully developed to evaluate the effectiveness of the pilot training workshop, specifically addressing self-ratings of perceived knowledge and confidence as these are factors known to improve clinical outcomes. Consultation with a Clinical Psychologist working within the field and an individual with personal experience of health anxiety around cognitive decline was used to ensure the questionnaire developed had face validity.
Data was collected to report descriptive statistics of the staff member’s locality and discipline (as reported above) but otherwise data was anonymous to encourage honest and constructive feedback. The questionnaire asked participants to rate their knowledge and confidence around providing psychologically-informed care to patients presenting with health anxiety on a five point scale (1 = little knowledge/confidence; 5 = great knowledge/confidence) for five items. The five items specifically asked participants to rate 1) their knowledge of reassurance seeking reinforcing health anxiety, 2) their confidence in identifying patients with health anxiety, 3) their belief in the usefulness of reassuring patients with health anxiety of what they do not have, 4) their confidence in sharing symptomatic diagnoses and 5) their confidence in sharing symptomatic diagnoses. The questionnaire was designed to be administered before and after the training workshop and utilised Likert Scales given that they have been demonstrated to be both reliable and valid (Croasmun & Ostrom, 2011). The questionnaire also provided a space for participants to comment on their experience of working with patients with health anxiety prior to the workshop and to comment on the most or least useful aspects of the training workshop afterwards.
Procedure
A 1-hour pilot training workshop was developed based on the principles of the Salkovskis & Warwick (1986) model of health anxiety, and informed by the work of Tyrer and colleagues (2011). A consultation process with the service commissioner and representatives from each profession informed the refinement of the workshop to ensure it was addressing staff training needs. A Clinical Neuropsychologist with expertise in this field and an individual with personal experience of health anxiety around cognitive decline were also consulted as part of the development of the training. The workshop was delivered by a Trainee Clinical Psychologist .
Participants were invited to attend the workshop during their monthly team meeting and were asked to complete the self-report questionnaire immediately before and after the workshop by providing written responses. Pre- and post- questionnaires were given in a printed booklet with clear instructions of the items to rate before and after the workshop, allowing for the data to be paired for analyses. 
Intervention targets
Intervention targets were aimed to increase the self-ratings of the following domains after the 1-hour pilot training workshop, in comparison to before the workshop: 
1) perceived knowledge of the impact of providing reassurance to patients that experience health anxiety around cognitive decline;
2) perceived confidence in identifying patients with health anxiety around cognitive decline;
3) perceived confidence in sharing symptomatic diagnoses with patients experiencing health anxiety;
4) perceived confidence in signposting patients experiencing health anxiety towards psychological intervention.
Intervention targets were also focussed on 5) decreasing ratings of perceived usefulness of providing reassurance to those experiencing health anxiety following delivery of the training workshop, in comparison to before the workshop.
Data analyses
Kolmogorov-Smirnov tests revealed that the questionnaire data was not normally distributed and therefore did not meet parametric assumptions. Consequently, non-parametric tests were used throughout data analyses. Wilcoxon Signed Ranks tests were used to compare ratings from the questionnaires before and after the training workshop given a repeated measures design was used. Group comparisons across localities and discipline were not possible due to the small sample size. Thematic analysis following Braun and Clarke’s (2006) protocol was also used to analyse the qualitative data collected and a second researcher completed an analysis to ensure the qualitative trustworthiness of the themes, as recommended by Elliot et al.’s (1999) protocol. Any differences were discussed before final themes were agreed upon.
Results
Descriptive statistics
An increase in mean ratings of knowledge and confidence from pre-workshop to post-workshop was observed across all relevant questionnaire items (Table 1), with mean pre-workshop knowledge and confidence ratings ranging from 3.47 to 3.72 (out of a possible 5) and mean post-workshop knowledge and confidence ratings ranging from 4.06 to 4.41. There was a decrease in the perceived usefulness of providing reassurance to those experiencing health anxiety from a pre-workshop mean of 3.5 to a post-workshop mean of 2.91.
Inferential statistics
A series of Wilcoxon Signed-Ranks tests revealed statistically significant differences between pre- and post-workshop self-ratings of perceived knowledge and confidence on all relevant items of the questionnaire (Table 1), conveying that the pilot training workshop was effective. Participants self-reported an increase in perceived knowledge of the impact of providing reassurance to those experiencing health anxiety and an increase in perceived confidence in identifying patients with health anxiety, sharing symptomatic diagnoses and signposting patients towards psychological intervention. Participants rated providing reassurance to those with health anxiety as less helpful following the training workshop.
Pre-workshop thematic analysis
Only sixteen of the 32 participants provided qualitative comments pre-workshop, demonstrating a 50% completion rate of this questionnaire item. Two themes were agreed upon: ‘limited experience of working with health anxiety’ and ‘attitudes that health anxiety is difficult to work with’.
Limited experience of working with health anxiety
Many participants reported “limited” (P5, P8, P14, P17, P21, P24) or a “small” (P6, P18, P19, P21) amount of experience of working with health anxiety pre-workshop. Some staff reported experience of working with “medically unexplained symptoms” (P10, P23).
P8: I have quite limited experience of working with health anxiety. It’s a phrase I’ve heard a lot and I’ve probably come across lots of people with it but I’m not sure I know the signs to look out for.
Attitudes that health anxiety is difficult to work with
Participants reported common attitudes that health anxiety can be “difficult” (P5, P17, P19, P21) to work with, that it can be difficult to collate an “objective clinical history” (P8, P24) and that staff had a lack of “confidence” (P5, P7, P14, P17) in talking about health anxiety in relation to memory difficulties.
P19: I’ve not directly worked with health anxiety myself but when it is talked about in team meetings, I get a sense of resistance from other people as if it’s quite a difficult presentation to work with.
Post-workshop thematic analysis
Again, only eighteen of the 32 participants provided qualitative comments post-workshop, demonstrating a 56% completion rate of this questionnaire item. Five themes were agreed upon: ‘the workshop content was helpful’, ‘increased awareness of health anxiety’, ‘alternative treatment pathways, ‘the need for further training’ and ‘resource constraints’.
The workshop content was helpful
Almost all participants that completed this questionnaire item commented that the training workshop was helpful. Additionally, participants commented that the workshop content was “thought provoking” (P14), “relevant” (P14, P21, P23) and “interesting” (P6, P17, P18, P24) with particularly useful aspects being how to formulate the clinical history in combination with the cognitive profile on the Addenbrooke’s Cognitive Examination III (ACE III) and “understanding the cognitive model of health anxiety” (P17, P19) in relation to memory difficulties.
P10: It was really useful to understand how people with health anxiety perform on the ACE-III and I will definitely look out for this profile when I think a patient is anxious about their health from their clinical history. I’m not sure we as a team talk enough about the specific errors made on the ACE-III as we often talk about the domain scores but I can really see a value in doing this now.
Increased awareness of health anxiety 
Many participants commented the team will be “more aware” (P7, P10, P17, P21) of health anxiety and that staff would feel “able to share” (P18, P19) aspects of the training with other clinicians and patients. Members of the psychology team acknowledged responsibility to “facilitate” (P2) and “integrate” (P9) discussions around this topic within the multidisciplinary team meetings.
P17: This training has definitely helped me to understand more about health anxiety and I think as a team we can now be more aware and responsive to patients that request repeat assessments.
Alternative treatment pathways 
Some participants commented that they are now able to consider “alternative formulations” (P1, P19) and “treatment pathways” (P2, P9) for this clinical population. One clinician in particular reported a “lightbulb” (P8) moment where they were able to identify aspects of their own clinical practice that may have been unhelpful in responding to those presenting with health anxiety.
P18: The bit about formulation was really useful. Understanding the process contributing to the problem means we can think about more helpful ways to help this group.
The need for further training
There was common consensus that health anxiety was “a big subject to cover” (P14) in one hour and that it would be helpful “to receive more training” (P18, P24). In particular, participants wanted more time to think about how to “make sense of symptoms” (P19) and “validate distress” (P10) and to think about how to respond to health anxiety when it presents “alongside pre-existing physical health conditions” (P6). Furthermore, one participant said that “a one-sided information sheet with examples of what to say” (P14) would further improve staff confidence during memory assessments and communicating symptomatic diagnoses.
P10: I’d really like more training on this area. I’d be nervous that I don’t know quite enough or feel confident enough that I wouldn’t want to say something offensive. It would be helpful to have more training and practice around these conversations so that we validate distress rather than increase it even further.
Resource constraints
Barriers to implementing the training workshop content were communicated by some participants. It was communicated that implementation may be limited by the “lack of services and psychology provision available” (P5) or “limited access to psychological therapies” (P8) with “a need for a change in service delivery” (P1) suggested. There were common views that it was difficult to know where to refer individuals to because of the lack of post-diagnostic psychology provision within the Memory Assessment Service. Furthermore, there was acknowledgement that primary care psychology provision such as Increasing Access to Psychological Therapies (IAPT) services are “not equipped to provide CBT for health anxiety within the context of memory difficulties” (P2), further emphasising the need for greater post-diagnostic psychology provision for this clinical population within secondary care memory assessment services.
P6: I think it may be difficult to know where to signpost patients as there are just no services adequately equipped to respond to these mental health needs, and without good evidence and a change in psychology provision post-diagnosis this service doesn’t have capacity to offer CBT (Cognitive Behavioural Therapy).”
Recommendations
It is evident from this study that services may not be informed about clinical models of health anxiety (including reassurance seeking) and/or the resources available to them. The following recommendations are made:
1) MAS teams should be provided with regular training around responding to patients presenting with anxiety (and specifically health anxiety) within the context of memory difficulties, this would include appropriate pathways and services available;
2) The use of a health anxiety screening tool, such as the Health Anxiety Inventory (Salkovskis et al., 2002), should be used to guide clinical decision-making;
3) MAS teams should develop patient information sheets on health anxiety, supporting both staff and patients during memory assessments when screening for health anxiety;
4) Use of the Addenbrooke’s Cognitive Examination III (Mathuranath et al., 2000) cognitive profile should be considered for use as a tool for informing whether memory difficulties are organic in nature. This involves looking at the pattern of scores within each cognitive domain as opposed to just looking at the scores for each cognitive domain.
5) Patient’s presenting with suspected health anxiety should be reviewed within an MDT team, considering treatment pathways available and a cost-benefit analysis of further investigations e.g. whether this is necessary or may unnecessarily exacerbate the patient’s health anxiety; and which clinician might be most appropriate to feed this back to the patient. 
Discussion
This study evaluated and established the effectiveness of a one-session training workshop which aimed to improve knowledge and confidence in health anxiety, both in terms of clinical understanding but with respect to the resources and pathways available to this subset of patients. The National Institute for Health and Care Excellence (NICE) guidelines (2018) state the importance of assessing cognitive, behavioural and psychological symptoms within a dementia assessment conveying that assessments should be psychologically-informed in their approach. The guidelines also state a psychological intervention should be offered to those experiencing a memory impairment and co-occurring anxiety. In order to resource the staff team to meet the requirements of NICE guidelines and to provide psychologically-informed care, a pilot training workshop was developed incorporating content to improve knowledge and confidence whilst also providing screening tools and signposting resources. The training workshop also supports teams to meet The Memory Services National Accreditation Programme (MSNAP) standards by ensuring the team receiving training in the use of cognitive assessment and screening tools (Royal College of Psychiatrists, 2022). The findings demonstrate a training workshop can improve perceived knowledge and confidence in identifying and assessing individuals that present with health anxiety. These are factors recognised to positively impact work performance, clinical outcomes and staff attitudes towards patients that present with medically unexplained symptoms (Hughes et al., 2008; Lowe et al., 2007). Albeit only half of participants completed qualitative feedback and this must be considered when interpreting the identified themes, the qualitative data suggests that consulting with the service in the development of the training content may have contributed to the effectiveness of the training workshop by making it ‘relevant’ to the staff training needs.
Following the provision of screening tools and training on the stereotypical cognitive profile observed when experiencing health anxiety (Schmidtke, 1995), staff reported improved confidence to identify individuals presenting with health anxiety using clinical interviews, screening tools and cognitive assessment. It should be noted that screening tools are useful indicators of distress that meet clinical thresholds, however should be interpreted within the context of other relevant factors to a thorough assessment. The current service treatment pathway involves reassuring individuals that they do not have dementia, however the evidence base suggests providing reassurance is unhelpful for those that present with health anxiety and sharing a symptomatic diagnosis may be more helpful. The healthcare professional’s improved confidence in identifying individuals experiencing health anxiety opens an opportunity to respond differently and create an alternative treatment pathway for this clinical population, and the observed improved confidence in communicating symptomatic diagnoses and signposting to appropriate services will support this. Moreover, although the 1-hour training workshop was informed by current health anxiety models, it may be also beneficial to incorporate culturally sensitive aspects to facilitate more culturally informed pathways for patients from different backgrounds presenting to memory clinics.
Cognitive Behavioural Therapy (CBT) has been demonstrated to be both clinically and cost effective in reducing health anxiety in medical settings (Tyrer et al., 2014); therefore identifying patients with health anxiety around cognitive decline and signposting them towards psychological intervention is key in reducing patient distress. CBT aims to reduce anxiety by supporting individuals to discover a less threatening explanation for their experience and therefore sharing a symptomatic diagnosis is consistent with a CBT approach; for some this may be enough to reduce health anxiety around cognitive decline. However, anxiety will persist for others and signposting these individuals for CBT is likely to be fundamental in reducing repeated presentations to the service and subsequent costs, whilst also reducing patient distress and improving quality of life.
A lack of post-diagnostic psychology provision highlights a need for memory assessment services to demonstrate the clinical and cost-effectiveness of providing psychological intervention post-diagnosis in order to change the structure of current treatment pathways. Given the high incidence of health anxiety in neurology, there is an evident unmet clinical need and this need is not currently being met by primary care mental health services. There is a need for secondary care to provide post-diagnostic psychological intervention or to provide consultation to primary care services around how to deliver an intervention that meets the need of those with health anxiety around cognitive decline.
Alternative treatment pathways offer the opportunity to overcome systemic barriers to breaking the cycle of reassurance seeking, such as the ‘better safe than sorry’ culture. The training workshop improved staff insight into how reassurance can exacerbate health anxiety and elicited interesting discussion about how the healthcare professionals may use their multidisciplinary meetings to discuss patients and consider whether further investigations are always necessary in the absence of evidence for organic pathology. Further training, coupled with provision of screening tools and signposting resources, may help in reducing repeated presentations to the service. However, this cannot be assumed and would need to be empirically evaluated in the future.
Limitations
Although the findings of this study are promising with regards to improved knowledge and confidence, it cannot be assumed that these findings will generalise to changes in clinical practice without this being further evaluated. Only 50% of participants provided qualitative feedback following the pilot training workshop and therefore the positive responses may not be reflective of the entire sample recruited. It must also be acknowledged that there are wider systemic constraints on services that may limit changes in clinical practice. 
This study was also not sufficiently powered to explore differences between localities and disciplines making it difficult to conclude whether all localities and disciplines benefitted from the training workshop to an equal extent. Additionally, albeit health anxiety is commonly observed across neurology clinics (Tyrer et al., 2011), the findings of this study cannot be generalized to all memory assessment services. Implementation and evaluation of similar training is needed across neurology clinics and disciplines to demonstrate its effectiveness, especially given the possibility of bias impacting the training delivery and evaluation. 
It should be noted that the outcome measure used in this study had not been previously standardised and therefore its internal reliability and external validity cannot be assumed in spite of its demonstrated face validity. Larger scales may have also been useful in allowing for a greater spread of data and may have been more informative in observing pre-workshop and post-workshop differences.
Suggestions for further research
The staff appeared motivated to consider changes to the current treatment pathway, opening up the opportunity for further research to be carried out. It was recognised that implementation of additional resources to respond appropriately to this clinical group would require an evidence base suggesting its cost-effectiveness; nevertheless, it was acknowledged that there are several changes that are less resource-heavy. For this reason, it would be useful to conduct further research evaluating whether changes to the service treatment pathway, for example sharing symptomatic diagnoses and reducing repeated assessments in the absence of evidence suggesting organic pathology, reduces repeated presentations to the service and associated costs. As such, research would also need to gain a deeper insight into the role that family members may have in exacerbating health anxiety over time, investigating their role with particular regards to reassurance seeking behaviours. 
This research may be useful in supporting the provision of training around health anxiety in memory services and may also influence other memory assessment services to change their clinical practice. Replicating the present findings, by refining the content of the workshop to co-create with dementia staff, may be beneficial to offer the potential for change when dealing with patients experiencing a memory impairment and co-occurring health anxiety. It would also be important to evaluate patient distress as a result of changes to the service treatment pathway in order to demonstrate that responding differently to these patients may also improve their health-related quality of life. 
Lastly, given the profound impact of culture on health anxiety, cultural factors are also noteworthy to take into account to develop culturally sensitive pathways to care for minority groups presenting to memory clinics. Considering the applicability of such a training workshop in larger, multicultural areas, compared to Gloucestershire, would be helpful to further advance our understanding regarding staff improved knowledge and confidence as well as patients’ experience of memory services, especially if from different cultural backgrounds.
Conclusions
This study provides evidence of the benefits training may have on healthcare professionals to improve the provision of psychologically-informed care to those presenting with health anxiety in a memory assessment service. Further research is needed to understand the patient experience of this pathway, and whether staff training positively impacts repeat attendance.
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Table 1
Descriptive and Inferential statistics of pre-workshop (Pre-W) and post-workshop (Post-W) ratings (N = 32)
	Questionnaire item
	Pre-W M (SD) 
	Pre-W Mdn 
	Post-W M (SD) 
	Post-W Mdn 
	W 
	z 
	r 
	p 

	1. Knowledge of health anxiety 
	3.47 (.761) 
	3.5
	4.41 (.665) 
	4.5
	7.5
	-3.995 
	0.499 
	< 0.01* 

	2. Confidence in identifying those with health anxiety 
	3.72 (.634) 
	4
	4.19 (.471) 
	4
	6
	-3.095 
	0.387 
	< 0.01* 

	3. Usefulness of reassurance 
	3.5 (1.136) 
	3
	2.91 (1.174) 
	3
	22
	-2.895 

	-0.362 

	< 0.01* 

	4. Confidence in sharing a symptomatic diagnosis 
	3.63 (.942) 
	4
	4.06 (.619) 
	4
	36
	-2.599 
	-0.325 
	< 0.01* 

	5. Confidence in signposting 
	3.63 (.793) 
	4
	4.19 (.592) 
	4
	19.5
	-2.990 
	-0.374 
	< 0.01* 


Note. M = Mean; Mdn = Median; * = statistically significant difference.


